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Attachment 3.1-A
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State OKLAHOMA

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED
CATEGORICALLY NEEDY

5. Physicians’ services whether furnished in_the office, the patient’s home, a hospital, a
nursing facility or elsewhere.

Payment is made for compensable medical and surgical outpatient and inpatient services. For
adults, physician inpatient services are limited to 24 hospital days paid on hospital claims
during a State Fiscal Year for each individual recipient. Physician claims for hospital visits will
be paid until the last compensable hospital day is captured. After 24 hospital days have been
captured, no inpatient physician services will be paid beyond the last compensable hospital day.
Hospital visits are limited to one visit per day per physician. Office visits, home visits or
elsewhere are limited to four per month, per patient regardless of the number of physicians and
two visits per month in a nursing facility. The following services are excluded from number of
visits limitation:

1. Emergency department
2. EPSDT
3. Family planning

Payment is made for medical and surgical services performed by a dentist, to the extent such
services may be performed under State law either by a doctor of dental surgery or dental
medicine, when those services would be covered if performed by a physician.
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